result of the retrospective analysis of the total material but this is unsubstantiated by the correlation of the other statistics with previous studies from the same hospital. Finally there may be a general tendency to understage the condition of the neck and it is also possible that cases are now being refeffed for treatment at an earlier stage in the disease.
Conclusion
No clear guidelines for treatment emerge from this study although it suggests that certain recommendations can be made for the prospective management of such cases. At presentation, documentation of the staging followed by a clearly defined typewritten treatment plan is essential. Moreover, space should be provided for documenting reasons for any change in the regime. Although only few cases have been treated by elective surgery following irradiation, there is some evidence that a trial of combination treatment may be justified. In this context it is possible that the use of more than two modalities of theiapy may improve results. Therefore several other suggestions are put forward:
(1) Investigation of improved diagnostic techniques for cervical node involvement: lymphography, xerography, thermography, biopsy.
(2) Adoption of planned treatment methods for larger numbers of cases, perhaps on a national basis as randomized prospective studies: surgery, radiotherapy, chemotherapy, immunotherapy, combination therapy.
(3) Adoption of joint consultation clinics for management of such cases: surgeon, radiotherapist, chemotherapist, medical oncologist. (4) Reappraisal of TNM staging. The Extent ofSurgery Crile in 1906 described what has become the standard radical neck dissection, in which the lymph bearing structures of the neck are cleared between the boundaries of the mandible, the clavicle, the trapezius and the midline, for a patient with a palpable lymph node. This operation has stood the test of time and has saved countless lives.
Since Crile's original paper attempts have been made to popularize modifications of the standard operation: functional neck dissection, partial neck dissection, prophylactic neck dissection, extended or supraradical neck dissection and pre-and/or post-operative irradiation. The enthusiasm with which these policies have been advocated, almost invariably unsupported by properly controlled clinical trials, has obscured two fundamental facts: the overall cure rate for all patients with head and neck cancer is low, and it has only increased marginally in the last few decades.
Crile's paper in 1906 was thus the last major stride forward in excisional surgery of cancer of the head and neck, and further improvements in results cannot be expected by modifications of surgical technique. The five-year survival for cancer of the head and neck overall is about 30 %, and of those patients who die, it is known that over 90 % do so within a year of diagnosis, so that 2 patients out of 3 are going to be dead within one year. It is suggested that resources of men and money should not be expended in a fruitless search for improvements in the presently available methods of treatment, but in identifying those patients who are going to do badly, so that they may be saved the distress and discomfort of surgery which is always extensive and is often mutilating.
Contraindications to Surgery
There are some obvious contraindications to a radical neck dissection, notably an uncontrolled primary tumour, distant metastases, advanced age and poor general health. What is needed is a means of identifying those patients whose disease cannot be controlled by surgery, and it is to be hoped that this may be one of the real contributions that immunology could make to the treatment of cancer. Until that day arrives, however, we can still identify by clinical methods some groups who should not be treated, and two of these will be discussed: patients with antral carcinoma with a gland in the neck, and patients with hypopharyngeal carcinoma and bilateral neck glands.
The problem of whether the maxillary antrum has an external lymphatic drainage does not appear to have been investigated, but one piece of evidence to suggest that it does not, is that lymphadenopathy is so rarely seen in an infection of the antrum. It appears probable therefore that the presence of an enlarged neck node in a patient with an antral cancer indicates that the disease has spread widely, to affect areas with a rich lymphatic drainage. In the author's first hundred patients with antral carcinoma, 6 patients had an enlarged lymph node in the neck at the time of presentation; 5 were dead within six months, and only one has survived, treated, for about three years. Some may think that one survival justifies treatment, but is it really justifiable to advise a patient to undergo total maxillectomy, possibly with clearance of the orbit, and radical neck dissection, with little hope of success ?
The spread of cancer in the 1 mphatics of the neck has recently been studied by McKelvie (1974) who has shown that lymphatic spread in a hypopharyngeal carcinoma tends to be by lymphatic permeation of what he calls the 'fast pathway' -so called because no lymph nodes lie across it to impede the progress of cancer. This pathway runs in the posterior part of the neck, lateral to the pharynx. Spread via this system can occur rapidly to the neck, and this is presumably one of the main reasons why patients with hypopharyngeal cancer do badly. Thus, of the author's first 200 patients with hyopharyngeal carcinoma, 10 had bilateral nodes at the time of presentation Some were treated and some were not, but no patient survived beyond a year.
Results of this sort lead inevitably to a philosophical discussion of the justification for carrying out operations with a poor cure rate. From the figures quoted above, it appears that pharyngolaryngectomy with bilateral neck dissection and pha-yngeal replacement for a hypopharyngeal carcinoma with bilateral nodes will produce a poor five-year survival of at best 5-10%; can the fate of the 95 % who faildoomed to die either dramatically in hospital after a major operation or in pain and misery with a foul-smelling local recurrence in the neckcompensate for the 5 % who survive mute and mutilated. There are no absolute answers to these problems and every surgeon must decide for himself.
Prophylactic Neck Dissection
The arguments in support of prophylactic neck dissection are well knownit has been shown that at some sites, for example, the supraglottic larynx, so called occult nodes occur commonlythat is a lymph node can be shown to be involved histologically by tumour before it becomes palpable. It is claimed that if a radical neck dissection is carried out at this stage, the cure rate will be improved and the patient will have a decreased chance of developing a recurrence in the lateral part of the neck. This policy has been mainly advocated in the USA but many European surgeons have been unwilling to accept it, mainly because no attempt has ever been made to prove by properly controlled trials that the procedure achieves what is claimed for it. Therefore a personal series of over 1300 patients with tumours of the head and neck was studied retrospectively. During the years 1965-69 all patients undergoing excision of a primary squamous carcinoma of the head and neck were submitted to a prophylactic neck dissection. In 1969 this policy was altered, and a policy of 'wait and see' adopted, a radical neck dissection being carried out only if and when a lymph node became palpable. Of the total group, 116 patients suffered resection of a primary tumour only, and a wait and see policy adopted as regards the lymph nodes, while 65 patients were submitted to prophylactic neck dissection.
From the two groups it was possible to draw 32 pairs of patients (i.e. 64 patients in all), the patients in each pair being matched for sex, age in decades, site of tumour, TNM staging of the tumour and treatment. All these patients were staged according to the UICC Classification (1973) . Their data are shown in Table 1 .
Survival rates were then compared at yearly intervals up to five years, and the case sheets were also consulted of those patients who had died in order to abstract the cause of death, or perhaps more accurately, the cause of failure of treatment.
The results of survival at yearly intervals are shown in Table 2 : at each year the survival rate for the prophylactic neck dissection group was worse than the 'wait and see' group. The figures are small for the fourth and fifth years but at three years the difference is statistically significant (X2=6.1I, n=l1,P<0.02).
The cause of failure is shown in Table 3 . From this small group it appears that the cause of failure occurred with more or less equal frequency in nearly every group, and in particular prophylactic neck dissection did not appear to protect the patient from subsequent recurrence in the lateral part of the neck.
The question of the place of any form of treatment in cancer can only be decided by a randomized prospective trial carried out at the same institution by one man in a short period of time. This investigation does not meet these criteria because the patients were not randomized, the trial was conducted consecutively and not concurrently, and the analysis has been carried out retrospectively. However, the above ideal criteria are very difficult to meet in practice for several reasons: a surgeon must do what he feels to be right for any particular patient at any particular time -it can therefore be very difficult for a surgeon to allocate patients with a fatal disease to one of several different treatment regimes if he feels in his heart that one is better than the other. If the patients undergoing major surgery are allocated randomly to two groups, it is very unlikely that the two groups will be matched for age, sex, site, &c., so that it may be more accurate to choose matched pairs retrospectively, provided that if more than one choice is available for matching, it is done randomly (as was the case in this investigation). A prolonged investigation has the disadvantage that over a long time patterns of referral, skills, judgement and treatment policies change; as an example of this, hypopharyngeal carcinoma could be quotedin the last ten years treatment policy of the primary tumour has changed at least twice in many institutions and has in fact changed four times in this institution. Conclusions should therefore be drawn very cautiously, if at all, from the present study, but no evidence has emerged to lead one to suspect that prophylactic neck dissection is of benefit. Summary It is suggested that the last major improvement in the surgical treatment of head and neck cancer was Crile's description of radical neck dissection in 1906, and that modifications of this procedure, including extended surgery, have made little or no difference to survival rates.
It is hoped that some means may soon be found of identifying those patients with head and neck cancer who do badlythe majority. As a start, it is proposed that patients with an antral carcinoma and a gland in the neck, and patients with hypopharyngeal carcinoma and bilateral neck glands should not be treated by surgery.
A retrospective analysis is made of matched pairs drawn from a personal series, one patient in each pair having had a prophylactic neck dissection, and one having been submitted to a policy of 'wait and see'. The survival rate for patients undergoing prophylactic neck dissection was worse than that of the wait and see group; this difference was statistically significant.
